N Half of the women and just under one-third of the men of working ages (16-64 years) state that they have aches and pains from the neck, shoulders and lower back, an increase since the start of the 1980s.
N There are evident social differences in neck, shoulder and low-back pain conditions. Unskilled blue-collar workers have such conditions to a greater extent than upper white-collar workers. N The largest difference for neck and shoulder conditions is between male upper white-collar workers, where 24% report trouble, and female blue-collar workers for whom the corresponding proportion is 58%.
N The proportion of people with backache increased during the 1990s among blue-collar workers of both genders. N The number of long-term sick-listed people has increased sharply since 1997. Musculoskeletal disorders are the largest diagnosis group, responsible for some of the increase. According to the Surveys of Living Conditions, musculoskeletal disorders, or problems such as impaired mobility and disability have not increased during the same period. The increase in long-term sick-listing consists otherwise chiefly of mental conditions.
Musculoskeletal disorders more common with age
In the Statistics Sweden Survey of Living Conditions (ULF) one question asks whether an individual has a long-term disease. The proportion who state that they have such a disease in the locomotive organs has remained fairly constant since the late 1980s. In the age group 16-84, the proportion was 15% of men and 21% of women, which corresponds to about 737,000 women and 518,000 men of these ages. These musculoskeletal disorders are strongly agedependent ( Figure 5 :44).
Mobility has improved except among young women
The ULF surveys of Living Conditions also report functional ability measured as impaired mobility and disability. By impaired mobility is meant here that a person does not consider himself or herself able to run a fairly short distance, e.g. 100 metres, if in a hurry. Disability means here that the person does not consider himself or herself able to run a fairly short distance, get on to a bus without difficulty or take a fairly short walk at a brisk pace. Among women there is a considerably larger proportion with impaired mobility and disability than among men. About 20% of women stated in 2002-03 that they had impaired mobility and 8% that they had a disability. Corresponding proportions for men were 12% and 4%, respectively.
Mobility has generally improved since the start of the 1980s -relatively more for disability -the somewhat more serious condition -than for impaired mobility. The decline has been greater among men than among women ( Figure 5 :45). Both forms of complaint are strongly age-related ( Table 5: 12) . The improvement in mobility since the early 1990s applies to all ages except women under 45 years; in the age group 25-34 there may even be a tendency to increased complaints during the 1990s. Disability, however, has declined in all age groups and both genders.
Aches and pain from the musculoskeletal system
Aches and pain are the most common symptom of diseases of the musculoskeletal system. Aches and pain from an injury are conveyed via the nerves of the spinal cortex to the brain. How the individual then interprets and perceives this pain information is very individual. The experience depends on how severe the injury is and on what type; but also on personality and earlier experience.
The experience of pain is very personal and pain from similar injuries is presumably experienced entirely differently by two different people. Pain thresholds, i.e. when a person perceives pain, are very individual: some people tolerate much pain, others less. The body can, moreover, both reinforce 
The musculoskeletal system
Musculoskeletal system is a general name for the organs of the skeleton, muscles, tendons and ligaments. Full function requires mobility, stability, strength and suppleness in these parts of the body.
Defects in one or more parts result in pain or functional impairment. Such trouble is most often located in the neck, shoulders, thorax, low back, hip or knee.
Disorders of the musculoskeletal system are the most common reason for long-term sick-listing and for sickness and activity allowances (formerly disability pension). and reduce the pain signal in a nerve. Psychological factors can increase pain, while other mechanisms in the body's pain system can reduce it.
Sleep, recovery and physical activity are of importance for the experience of pain [1] [2] [3] [4] . Pain and ache can be divided into three types as follows:
Pain caused by external mechanisms or chemical
factors. This type of pain is termed nociceptive pain. Just over 90% of all pain is of this type. It originates in the pain receptors in almost all bodily tissue, which react to different types of stimulation. In connection with a tissue injury (trauma, inflammation, lack of oxygen, cancer growth, etc), pain-inducing substances are produced and these stimulate the pain receptors. This type of pain is important since it warns that tissue injury has taken place, or is about to take place; and that the person should do something to prevent more serious damage. There are good treatment methods for alleviating this type of pain. 2. Pain caused by pressure or other influence on a nerve, is termed neurogenic pain. This is a more complicated type, often severe. It is experienced as ''burning'', ''stabbing'', 'piercing' or 'searing' and it may come in lightning attacks. The pain arises because of an injury to or a disease in the nerve system. Causes of this type of pain may be many. For example, pressure on a nerve in the back may give sciatic pain in the leg, while pressure on a nerve in the wrist may give ''carpel tunnel syndrome'', characterized by pain out in the hand. In neurogenic pain ordinary painkillers do not help; sometimes, even morphine is without effect. Surgery is necessary to reduce the pressure on the nerve, or the administration of pain blockers, the neurotropic pharmaceuticals used in, for example, epilepsy or depression. These affect and stabilize the nervous system.
3.
Pain without demonstrable injury. This type of pain is also called idiopathic pain, and is pain ''of unknown origin''. It is fairly uncommon. Moreover, it is the hardest to alleviate since a biological reason is seldom found. But it is certainly pain and not imagination. Sometimes, for example, the pain centre in the brain is continuously activated without tissue damage. The actual injury perhaps heals after some weeks but the pain behaviour and the pain persist. Treatment of this type of pain is often psychological.
More younger people have aches and pain
Distress from pain and aches in some part of the body is common. In the Survey of Living Conditions for 2002-03, 57% of men and 68% of women aged 16-84 years stated that they had aches in the back, neck, shoulders, elbows, legs or knees. About 30% of these stated that the complaint was severe. Perceived disturbance from aches increased during the 1990s compared with the early 1980s, predominantly at younger ages, in both sexes, aged up to 45 years. The increase was particularly large among women of these ages, relatively many also reporting severe pain. There is also somewhat more pain among women in the age group 45-64 years. Over 65, the prevalence of pain remained largely the same during the period.
The proportion of people with neck, shoulder and lower-back pain has increased
The proportion of people with pain in the neck and/ or shoulders has increased continuously among both men and women since the beginning of the 1980s. For those of working age, the proportion of complaints increased from 30% to 48% among women and from 21% to 32% among men, until 2002-03 ( Figure 5 :46). The proportion reporting that they had severe pain in the neck and shoulders also increased for these ages during the same period: 7 percent of men and 13% of women had complaints of this kind in 2002-03. For ages 65-84 years the proportion with mild complaints of this kind increased somewhat, but not the proportion with severe trouble.
The proportion with lower-back pain remained at largely the same level during the whole period. A small increase can be discerned among women, however, while a small decrease is seen among menparticularly for severe disorders. 
Socioeconomic and regional differences in pain experience
The proportion who report pain in the neck and shoulders has increased among blue-collar and white-collar workers since the early 1980s. Pain is most widespread among female blue-collar workers, 56% in 2002-03, and least widespread among male white-collar workers, 26% for the same year. However, the relative increase was greatest for the white-collar worker group, with 72% for men and 67% for women. For female blue-collar workers the increase was 57% and for male blue-collar workers 54%.
Backache has increased in the blue-collar-worker group, by 9% for men and 18% for women; while it appears to have declined somewhat among male white-collar workers ( Figure 5 :47).
The proportion with complaints from the neck and shoulders and low back is considerably higher among blue-collar workers than among white. Women have these complaints more than men and gender differences in the same socioeconomic group are very large.
Overall, the largest difference is for neckand-shoulder complaints, where 24% of male upper white-collar workers report trouble, while Gender differences are smaller for backache. Male blue-collar workers have backache almost as much as female blue-collar workers do -42% and 48%, respectively. Backache is least common among male upper white-collar workers, where only 22% report this ( Figure 5 :48).
The proportions with severe pain in the back, neck, shoulders, elbows, legs or knees were approximately the same for both genders, blue-collar workers and white-collar workers, respectively, at the 1980-81 measurement. The women moved ahead during the 1980s and are now at higher levels than the men in each group. There were no changes in the proportion with severe pain during the 1990s.
A regional pattern can also be seen concerning musculoskeletal disorders. The proportion of people with aches and disability is lowest in the metropolitan areas and highest in sparsely populated areas. Other urban and rural areas are between these two extremes.
Men and women differ regarding musculoskeletal disorders
Women more often report musculoskeletal distress than men do, and women have also more and longer periods of sick-listing for these disorders [5, 6] . The reasons for the differences, however, are not entirely clear. Women have approximately 40-60% of men's muscle strength, which may be one important factor. Moreover, women's and men's occupational lives differ: women often have more monotonous work tasks and their career opportunities are also often poorer.
Women often have the main responsibility for home and family, which can reduce their opportunities for rest and recovery. Some studies show however that women with children are overall less sick-listed than women without [7] . The hypothesis that overload due to work and family responsibilities underlies the gender differences in morbidity from the locomotive organs, is poorly supported.
Hip and knee joint surgery increase mobility
Degenerative changes (arthrosis) and other injuries in the hip joint and knee joint give much pain and are severely disabling. Provided there are no other obstacles, the degenerated joint can be replaced by an artificial one. Functional ability after such prosthetic surgery is usually very good.
Hip and knee joint prosthetic surgery increased from the end of the 1980s (Figure 5:49) . In 1987, 13,400 people received a new knee or hip joint and in 2002 the figure had increased to almost 24,400. During the whole period 1987-2002 a total of 275,000 people received new knee joints or hip joints.
Arthrosis of different origins underlies 68% of all hip and knee joint surgical operations and women also predominate in these groups. Surgery often takes place after retirement age, while the complaints often start considerably earlier, limiting opportunities to work and lowering quality of life. Onequarter of the surgery is carried out at ages up to 65 years but surgery later in life is not infrequent. 
Musculoskeletal pain and disorders are the most usual reason for sickness allowance
The commonest reason for sickness allowance or activity allowance (formerly disability pension) is musculoskeletal pain and disorders. In 2002 almost 64,000 new sickness or activity allowances were granted, which is 85% higher than in 1998 when the number was about 34,000. The previous peak, 1993, with 63,000 newly granted disability pensions, has thus been passed.
The reason for this very sharp increase is unclear. A drastic change in morbidity in such a short period is not medically or biologically plausible. One explanation may be accelerating demands for high work performance, and hence fewer people can return to work with some residual functional impairment.
In the long run, this situation will have major consequences both for the individual and for the community. The proportion of newly-granted disability pensions between 1999 and 2002 increased among women from about 22,000 to 37,200 and among men from about 17,600 to 26,000.
Of these, the proportion of women with musculoskeletal diagnoses was 45% in 1999 and 43% in 2002. Corresponding figures for men were 31% and 33%, respectively. The musculoskeletal diagnoses leading to sick-listing are specified in Table 5 :13.
There are geographical differences in diagnoses resulting in sickness and activity allowances. In Stockholm county, mental diseases are somewhat more prevalent than musculoskeletal disorders: 30% musculoskeletal and 34% mental. At the other extreme, Norrbotten, musculoskeletal disorders are responsible for 50% of pension cases, mental disorders only 15%. It is impossible to say whether this reflects the disease panorama or whether sick-listing practice differs between metropolitan regions and rural areas. This ought to be investigated.
Between 1998 and 2002, the total proportion sicklisted for at least 3 months, and the number notified to the AFA insurance company 1 from various sectors, increased from 3.5% to 4.7% among AFA members employed at the local authorities and county councils and from 2.3% to 2.9% among privately employed AFA members covered by the LO. Both the level and the increase were greater among persons employed at the local authorities and county councils.
The total number of long-term sick-listed persons increased for all diagnosis categories between 1998 and 2002 ( Table 5: 14) . Mental reasons for sicklisting increased most, relatively speaking, by between 20% and 24%. These diagnoses increased most for the ages below 40 for women and 29 for men (not shown in table). The proportion of sick-listings for musculoskeletal disorders increased by between 10% and 13%, relatively evenly for all ages.
One difficulty seems to be the ability to return to work after a period of sick-listing [8, 9] . To prevent long-term sick-listing and exclusion from working life, the following is probably necessary:
N that failing work capacity is detected early; N that preventive and health-promoting measures are taken continually at workplaces N that available work-oriented rehabilitation is given quickly;
N that evidence-based methods for rehabilitation are used; N that possibilities exist to return to the same or to another workplace.
Further research is needed to elicit what promotes return to work. Through systematic and continuous work, preventive strategies can be introduced at workplaces [10, 11] . In times of recession and reorganization this is particularly important to create or maintain an optimal work environment with good prospects for health, good use of resources and high productivity. For the individual, opportunities to strengthen and maintain physical capacity through, for example, health-care activities, are important.
Musculoskeletal disorders and work
Many occupational factors can contribute to musculoskeletal disorders or underlie a person's inability to continue work because of a functional impairment. Physical and psychosocial exposure alike can be connected with musculoskeletal disease.
In recent years, many Swedish and international reports of the connection between musculoskeletal pain and disorders and physical and psychological exposure at work have been published [12] [13] [14] [15] . For physical factors an association is shown between low-back pain and frequent bent and twisted work positions, often combined with frequently heavy lifts (over 15 kg) and whole-body vibration [16] . For neck trouble and physical load, however, the associations is less well documented, yet there are probable connections between repetitive and static work tasks and neck trouble [15, 17] .
Psychosocial factors at work have also been reported to have an association with low-back and neck trouble [18] . Poor satisfaction with work is a common and important one, as are poor support, stress and worry [19] .
For shoulder trouble, working with arms lifted can give tendonitis-type disorders, i.e. inflammation of the insertion where a tendon is attached to a bone. Repetitive shoulder-loading work can give nonspecific shoulder trouble [12, 13] .
Tennis elbow (epicondylitis) may develop or worsen when repetitive work and heavy work tasks are combined [12, 13] .
Carpal tunnel syndrome can be caused or exacerbated in work with hand-held vibrating tools or highly-repetitive work over long periods [12, 13] .
Several studies have established that arthrosis of the hip is connected with agricultural work, even though it is unclear exactly what exposure at work gives the disorder. Arthrosis of the knee may be 
Common diagnoses for musculoskeletal disorders
Brittle bones (osteoporosis) in the spine afflict many elderly women (and some men). The vertebrae become brittle and attacked by cracks and small fissures, which can be extremely painful. Osteoporosis can be counteracted by avoiding smoking, keeping physically fit throughout life and spending much time outdoors in daylight, since this helps the body to form bone-strengthening vitamin D.
Slipped disc arises when a disc fails, most often in the low back or the neck. The outer casing bulges and splits, allowing disc tissue to escape. Sometimes this causes pressure on a nerve root, giving typical radiating pain in the leg or armhand. Most slipped discs heal spontaneously but surgery may be necessary in some cases, e.g. if symptoms of paralysis appear and do not disappear quickly.
Degenerative joint disease (arthrosis) is affecting cartilage and bone and is the most common joint disorder. Wear may arise in consequence of incorrect anatomy, injury, arrested development, infection or physical load. The final result is a stiff joint that gives much pain. The disease affects mainly the large joints, e.g. hip and knee, but the joints of the fingers and hands can also be involved. Arthrosis of the hip and knee can be cured by prosthesis surgery.
Tendon insertion inflammation (tendonitis) often affects the large muscles around the shoulder joint. The pain is most severe on movement of the arm or shoulder but can also be felt at rest and disturbing sleep. Causes can be work in the same posture, e.g. with the arm above shoulder height for a longish period or in a locked position. Also, a tendon may be pinched under a bone in the shoulder, giving great distress and sometimes requiring surgery.
Sciatica is not actually a specific disease but refers to the pain that radiates down the leg often from a specific nerve. The cause is most often that the sciatic nerve or nerve root has been subjected to pressure from a damaged disc, or other damage with swelling.
Carpal tunnel syndrome means that the median nerve, which runs in a tunnel of connective tissue on the inside of the wrist, has become squeezed. The syndrome gives numbing and pins-andneedles in the hand, particularly at night, and pain and weakness in the hand. The problems increase on movement. Carpal tunnel syndrome is more common in people with diabetes, disorders of the thyroid gland, connective-tissue diseases; and in pregnancy.
Mouse arm is a generic name for problems in the neck, shoulders, arms, wrists and fingers, primarily from computer work. The complaint arises partly from increased work in locked positions and monotonously repeated work, and partly from stress and too few work breaks.
Rheumatological diseases are a large and troublesome group caused by inflammation in the joint structure. After a long period with the disease the joint may degenerate, severely impairing mobility. One common form of rheumatic disease is rheumatoid arthritis often starting in the joints of the hands and fingers, but the disease can affect all body joints.
Lumbago gives acute pain sometimes caused by a rupture in a muscle or tendon, a small fissure in a disc or small cartilage cones that ''become displaced''. In addition, there is often a reflex muscle contraction when the body attempts to defend itself against the -often severe -pain. There is locking, and attempts to return to normal position are very painful. Lumbago is not serious, the best treatment is to continue to live and act as normally as possible. Bed rest is not recommended for longer periods.
Back weakness is expressed as a feeling of tiredness and persistent dull pain in the low back. The cause is a matter of discussion: one theory is that the spine, or sections of the spine, are somewhat too mobile. Coordination and stabilization exercises are parts of the treatment.
Spondylosis is the term for the ageing process in the spine that affects everybody. In this process the discs contract and become less elastic, the cartilage in the small joints in the spine becomes worn and the vertebrae undergo change, sometimes producing small bony projections. Spondylosis afflicts everybody after a certain age and is seldom associated with ache or pain. It is often connected with some stiffness and reduced mobility. If the small bony projections develop unfavourably, which is not so common, there may be pressure on various nerves, and this in turn may give pain and numbness.
Tension pain (myalgia) in the neck and shoulders arises through a muscle contracting, e.g. during protracted work in the same posture or under strong mental stress. Inflammatory substances are then formed that irritate various nerve endings. A vicious circle may develop, in which the pain generates impulses to the spinal column, which in turn affect the sensory receptors in the muscle so that muscle stiffness increases even more. The pain can also spread to adjacent muscles via the nerve endings. This may give headaches or pain that radiates out to arms and hands.
Tennis elbow (epicondylitis) is the generic name for inflammation in the lower-arm tendons that insert in the bone of the upper arm (humerus), around the elbow joint. The problems are normally on the thumb side of the elbow. caused or exacerbated by working on one's knees or in crouched positions. Heavy lifts are also suspected as a causal factor (13) .
Disorders of the low back, neck and shoulders
The most common symptoms of musculoskeletal disorders are aches, and pain, and stiffness. It is hard to describe exactly where the pain is situated and what structure is affected, and musculoskeletal trouble is therefore divided into different groups based on self-reported symptoms. Less frequently there are clear diagnosis criteria based on investigation, X-ray findings or laboratory tests [20] , see also fact box).
